Introduction
Genetic haplotypes and single nucleotide polymorphisms (SNPs) in the human genomic DNA sequence frequently differ among ethnic groups. [1, 2] It is imperative to study and document genetic variation among ethnic groups, especially as diagnosis and treatment of disease moves increasingly toward more personalized, specific approaches to medical care. Studying the genetics of geographically diverse groups of people has revealed important differences at the molecular level. A classic example is a single base pair change in the hemoglobin gene which causes sickle cell disease and occurs more often in persons of direct African descent. [3] Many of these genetic discoveries have played critical roles in the diagnosis and treatment of a variety of conditions from classically inherited diseases to more complex disorders such as cancer and heart disease. For example, South Asian immigrants (SAIs-people with ancestors from the Indian subcontinent, i.e. India, Pakistan, Bangladesh, Nepal, Bhutan, and Sri Lanka) living abroad in regions with more Westernized cultures such as the United Kingdom, Canada and the United States have experienced higher rates of heart disease than other ethnic groups. [4, 5] Additionally, in the coronary artery disease (CAD) and at a younger age than in other ethnic groups. [6] [7] [8] [9] SAIs constitute the second largest Asian immigrant population as well as the fastest growing ethnic immigrant population in the United States.
Many factors contribute to CAD. Clearly, an individual's environment and behaviors contribute, but genetic factors play a large role especially in the immigrant population.
Factors that may be partially influenced by an individual's behavior, such as BMI, cholesterol levels and blood pressure are also largely determined by genetics. [10] However, the factor that seems to be of major concern among the population of SAIs is the triglyceride level and high-density lipoprotein (HDL) to low-density lipoprotein (LDL) ratios. When compared to similarly age-matched Caucasians in the United States, South Asian men have lower levels of hypertension, tobacco usage, and obesity. [11] But, the same study demonstrated that SAIs in the United States have dyslipidemia (high LDL and triglyceride levels, accompanied by low HDL levels) and a greater prevalence of noninsulin-dependent diabetes mellitus, or type 2 diabetes. [11] High levels of HDL cholesterol and a high ratio of HDL to LDL cholesterol are protective against heart disease. Low HDL levels alone or accompanied by high triglyceride and high lipoprotein levels have been documented in the SAIs Indian population. [12] The size of HDL particles has been shown to be smaller in South Asian men; larger HDL particles may be more effective at scavenging cellular cholesterol and facilitating its removal from circulation. Smaller HDL particles are not as useful in facilitating reverse uptake of circulating cholesterol. [13, 14] As cholesterol and specifically low HDL cholesterol levels appear to play a central role in the development of heart disease in South Asian immigrants, this article explores the underlying genetics of this phenomenon and the role of APOA1 gene polymorphisms in our SAI study population.
The APOA1 gene encodes the protein, ApoA-1, which is the principle protein component of HDL cholesterol.
Low serum levels of ApoA-1 correlate with the occurrence of heart disease. [15] The APOA1 gene is contained within the APOA1/C3/A4/A5 cluster on chromosome 11q23, with more than 182 distinct SNPs identified in this gene cluster region. [16] Analysis of the APOA1/C3/A4/A5 gene cluster has shown linkage disequilibrium within a 150 kb span of the region. [17] Previously SAIs have been reported to carry six specific SNPs in the APOA1 gene [ [16, 19, 20] The characterization of the APOA1 gene is of importance due to the role of HDL cholesterol and ApoA-1 levels in the development of heart disease in the SAI population. Thus, we determined the frequency and pattern of occurrence of SNPs in the APOA1 gene in the SAI population. Certain polymorphic alleles were found to be more common than the so called wild-type alleles, using the National Center for Biotechnology Information
highlighting the fact that the consensus genomic DNA reference sequences do not always reflect every ethnic population studied. Wild-type allele is determined according to the most recent human sequence assembly (GRCh37). Nucleotide locus refers to the APOA1 NCBI reference sequence (NC_000011.9).
Materials and Methods

Sample
rationale, and design of the study. Informed consents were obtained from each subject. This study was approved by the University of Kansas Medical Center Human Subjects Committee. Adult SAI adult males and females (n=20) were recruited and approved by the Medical College of Georgia. [18] Blood collection and DNA extraction: Whole blood was obtained in 10 ml citrate anti-coagulated vacutainer blood tubes by trained phlebotomists. Genomic DNA was isolated routinely from the whole blood using the FlexiGene DNA Kit (Qiagen, Valencia, CA).
DNA sequencing of APOA1 gene: PCR amplification
and sequencing of the APOA1 gene encompassing the SNPs to be analyzed was performed as previously described. [21] Briefly, a 1683bp fragment of the APOA1 gene was amplified using the following primers: 
Statistical analysis:
Intragenic linkage disequilibrium (LD) was determined by comparing haplotypes frequencies using standard LD calculations. [22] The number of subjects with each allele pairing haplotype, 
Results
Genotype analysis and determination of allele frequency: The allele and genotype frequencies for each SNP are listed in Table 2 and were recently reported in relation to metabolic syndrome. [21] SNPs T655C, T756C
and T1001C were found to be the most common, with 
Discussion
Gene sequencing and SNP assays are becoming easier and more widely available, leading to establishment of personalized medicine approaches in treating diseases. Genetic differences between ethnic groups will most certainly reveal the causes for differences in susceptibility to a variety of diseases. Characterization of polymorphisms in the APOA1 gene may well shed light on why South Asians are disproportionately affected by heart disease with ApoA-1 protein levels being the single most powerful predictor for the development of heart disease. [23] [24] [25] This study further shows that the sequence ncbi.nlm.nih.gov/snp) [26] for studies representing diverse ethnic groups from Europe, Africa, Thailand, China and India have been summarized in Table 3 Table 3 ].
In addition to determining the SNP frequencies for the SAI population, the intragenic linkage disequilibrium was also analyzed using established protocols for the six SNPs within the APOA1 gene. Of the 15 pairwise analyses, 13 were found to be in linkage disequilibrium.
The SNPs at locations 655, 756 and 1001 had the highest degree of linkage while the SNPs at locations 319, 1149, and especially 938 had a more independent inheritance pattern [ Figure 1] . A study by Qi et al, [27] demonstrated that common intragenic haplotypes can be predictive of clinical outcomes. Their study reported a haplotype in the human perilipin gene (PLIN) common to Malays and Indian populations that was significantly correlated with increased obesity risk as compared to individuals of Chinese descent, with all three ethnic populations living in Singapore. [27] A similar study could eventually be carried out with SAI subjects compared with differing ethnic populations, assessing the correlation between APOA1 haplotypes and relative risk for developing CAD.
These data provide an excellent basis for further studies of APOA1 gene expression in the SAI population.
Although the G-75A SNP has previously been studied in relation to gene expression, the other SNPs have not. Research has shown that the presence of the polymorphic allele at the G-75A SNP is associated with lower APOA1 gene expression. [20] A study conducted on individuals from Northern India showed that significantly lower levels of both plasma ApoA-1 and HDL cholesterol were present in persons carrying the A allele, as opposed to those with the GG (wild-type) genotype. [28] The other SNPs may have a comparable impact on APOA1 gene expression, and further explorations are currently underway using our study population. The initial study which reported the presence of the six intronic SNPs in the SAI population also demonstrated that the C938T SNP is significantly correlated with low plasma HDL cholesterol (<40 mg) levels. [18] Furthermore, a study performed comparing first generation American-born adults of South Asian heritage with American-born adults of European heritage demonstrated that the South Asian individuals had lower HDL levels, but higher LDL and triglyceride levels; yet the South Asians had lower BMI. [29] A recently published study on this cohort of SAI subjects revealed a statistically significant correlation between three of the APOA1 SNPs (C655T, C756T, and C1001T) and metabolic syndrome (MS) with positive odds ratios ranging from 2.5 to 3.0 (CI>95%). [21] Negative odds ratios (CI>95%) were also observed for HDL cholesterol, Apo-A1 protein and lipoprotein(a), indicating that high levels of these proteins, all of which are influenced by APOA1 gene expression patterns and protective against MS. [21] These findings may be of even greater relevance given the data reported herein that the three significantly correlated
SNPs have the highest degree of LD, indicating a conserved hereditary pattern. The occurrence of MS was also significantly correlated with the presence of pro-inflammatory HDL (dys-HDL) as well as increased common carotid artery intima-media thickness (CCA-IMT), a surrogate marker for CAD. [21] Given that SAIs are known to carry a disproportionately high risk for CAD, there is need to explore and understand geneenvironment interactions. [6] [7] [8] [9] This increased risk seems to be primarily due to dyslipidemia, as opposed to other common risk factors such as obesity and high blood pressure. Apo-A1 is a key component of HDL and genetic changes that affect APOA1 expression may well play an important role in CAD as well as MS.
Clearly, genetic factors play a large role in determining cholesterol levels and ratios in all human populations.
Family and twin studies have shown that genetic heritability accounts for nearly two-thirds of the variability observed between individuals' HDL and ApoA-1 levels. [28, 30] In the SAI population, these genetic factors may lead to an increased incidence and mortality resulting from heart disease. While living in the countries and cultures of South Asia, the propensity toward dyslipidemia may not lead to a selective disadvantage.
The diet and level of activity more common in individuals living in southern Asia may not interplay with the genetic predisposition to lead to common occurrence of heart disease, as opposed to the more Western lifestyle of the United States, Canada and the United Kingdom with greater access to animal products, leading to more consumption of cholesterol in the diet. This research and future related studies should lend crucial insight into the causes of heart disease in South Asians living in Westernized societies, and certainly will provide the knowledge needed for more targeted and effective prevention and treatment options.
